Dermoscopy is a fascinating bridge between clinical and histological examination that has become a key tool for the evaluation of pigmented and nonpigmented skin tumors because of its ability to reveal findings not visible to the naked eye [1, 2] . Besides this classic application, it is gaining appreciation in areas other than dermato-oncology, especially inflammatory dermatology (inflammoscopy) [1, 2] . 
In addition to its use in pigmented and nonpigmented skin tumors, dermoscopy is gaining appreciation in assisting the diagnosis of nonneoplastic diseases, especially inflammatory dermatoses (inflammoscopy). In this field, dermoscopic examination should be considered as the second step of a "2-step procedure," always preceded by the establishment of a differential diagnosis on the basis of clinical examination. In this paper, we sought to provide an up-to-date overview on the use of dermoscopy in common inflammatory dermatoses based on the available literature data. For practical purposes, the analyzed dermatoses are grouped according to the clinical presentation pattern, in line with the 2-step procedure principle: erythematous-desquamative and papulosquamous dermatoses, papulokeratotic dermatoses, erythematous facial dermatoses, sclero-atrophic dermatoses, and miscellaneous.
regard, the use of noncontact polarized dermatoscopes is usually recommended as they preserve such findings; an interface fluid (eg, oil or gel) is sometimes required to enhance the visualization of structures covered by overlying scaling [1, 2] .
Of note, dermoscopic assessment of inflammatory diseases should be considered as the second step of a "2-step procedure," always preceded by the establishment of a differential diagnosis on the basis of clinical examination [1, 2] .
Indeed, such conditions often display only poorly specific dermoscopic findings that, however, may be useful if used in the context of a specific differential diagnosis [1, 2] . This paper aims to provide an up-todate overview on the use of dermoscopy in common inflammatory dermatoses based on the available literature data.
For practical purposes, the analyzed dermatoses are grouped according to the clinical presentation pattern, in line with the 2-step procedure principle (ie, clinical differential diagnosis followed by [1, 2] . In addition, scale removal may also display tiny red blood drops, the so-called dermoscopic "Auspitz sign" [1, 2] .
Of note, vessels may sometimes appear as red globules (defined as round vessels having a diameter more than 0.1 mm) on dermoscopic examination, especially on the legs (due to the higher hydrostatic pressure of this area) [1, 2, 4] . Both dotted and globular vessels look like dilated, elongated, and convoluted (bushy) capillaries under higher magnifications (×100-×400) [1, 2, 4] . While differentiating dotted vessels from globular vessels has not been found to be of any help in the diagnostic accuracy in psoriasis, a recent study showed that the presence of globular vessels in psoriatic lesions is a negative response predictor to narrowband ultraviolet B (Nb-Uvb) phototherapy [4] .
The association of uniform dotted vessels on a red background and diffuse white scales has been found to display good diagnostic accuracy for psoriasis, with a sensitivity of 84.9% and a specificity of 88.0% [5] . Indeed, although dotted/globular vessels and white scaling also characterize Bowen disease, in fungoides show thin linear vessels alone or in combination with red dots, forming the so-called "spermatozoon-like" structures, while dermatitis typically lacks linear vessels, unless overtreated with topical steroids [13] .
Lichen Planus
The dermoscopic hallmark of lichen planus is represented by Wickham striae ( Figure 1C ), which histologically correspond to hypergranulosis [1, 2] . In addition to their network-like appearance, Wickham striae may less commonly display other morphologies on dermoscopy, including linear, "radial streaming," annular, round, "leaf venation" (delicate secondary striae branching from the centered whitish venation, linked together at either end, mimicking the crystal structure of snow) and "starry sky" (clustered, follicular white dots) aspect [1, 2] . Notably, Wickham striae are typically white, yet they may also appear yellow or blue, respectively, on palmoplantar areas and in darkskinned patients [1, 2] . Although all the above-mentioned findings may sometimes coexist in a steroids by displaying telangiectatic vessels [1, 2] .
Eczematous Dermatitis
Eczematous dermatitis consists of several distinct clinical entities that share the presence of spongiosis on histology, eg, atopic dermatitis, allergic contact dermatitis, stasis dermatitis, and asteatotic eczema [1, 2] .
The dermoscopic hallmarks of eczematous dermatitis include dotted vessels distributed in clusters or randomly (unspecific arrangement), corresponding to dilated capillaries in irregularly elongated dermal papillae, and yellow scales and serocrusts, resulting from hyperkeratosis and spongiosis/ exocytosis ( Figure 1B ) [1, 2] . Hemorrhages may also be seen as a result of intense itching [1, 2] .
Of note, the dermoscopic pattern of eczematous dermatitis varies according to the disease stage [1, 2] . In detail, A case-control study has demonstrated that dermoscopy may support the differential diagnosis between chronic, resistant-to-treatment or relapsing eczema and patch-stage mycosis fungoides [13] . In detail, patches of mycosis simplex chronicus and secondary lichenification [2] . Unlike psoriasis, however, in these conditions vessels are typically surrounded by a white halo due to the presence of hypergranulosis [2] .
The dermoscopic features seen in specific subtypes of psoriasis do not differ significantly [1, 8] . In fact, the dermoscopic pattern of the disease in specific body sites is identical to that of plaque psoriasis, with variations in the amount of scaling depending on the localization of the lesions [8] . In psoriatic balanitis and inverse psoriasis, lesions lack scaling, but the typical vascular pattern of regularly distributed red dots is evident on dermoscopic examination [6, 8] .
Little or absent scaling is also typical of guttate psoriasis as this form of psoriasis is eruptive, thereby having little hyperkeratosis [9] . Conversely, in scalp 
Pityriasis Lichenoides
The term pityriasis lichenoides encom- 
Lichen Nitidus
Dermoscopic examination of lichen nitidus typically reveals roundish, welldefined, white areas devoid of physiological skin markings ( Figure 1D ) [16] .
The absence of skin markings is a very relevant dermoscopic clue to recognize such a dermatosis as it is related to a quite characteristic histological finding, ie, flattening of the epidermis overlying the inflammatory infiltrate [16] . However, lesions on the penis may retain skin markings, probably because they 
Papulokeratotic Dermatoses Porokeratosis
The dermoscopic hallmark of all variants of porokeratosis is the presence of a well-defined, annular, peripheral, white hyperkeratotic structure ("white track") having 2 free edges which appears as similar to the outlines of a volcanic crater as observed from a high point ( Figure 4A ) [1] . Such a keratotic rim may be hyperpigmented in disseminated superficial actinic porokeratosis and in dark-skinned patients [1] . From a histological point of view, it corresponds to the "cornoid lamella." In this regard, dermoscopy may be helpful even in treatment monitoring [1] .
The center of the lesions is usually whitish or brownish and may exhibit circular and/or linear whitish and/or hyperpigmented tracks, blue-gray dots, and dotted, linear, or globular vessels [1] .
Darier Disease and Grover Disease
Because they have a strict histological similarity, Darier disease and Darier-like Grover disease share a similar dermokeratoderma is typified by orange structureless areas [1, 2, 11] . In erythrodermic stage, PRP features orange blotches and islands of nonerythematous (spared) skin displaying reticular vessels; unspecific whitish scaling and scattered dotted vessels over a reddish background may also be seen [18] . 
Subacute Lupus Erythematosus
Subacute cutaneous lupus erythematosus is characterized by 2 constant dermoscopic findings, namely whitish scales (diffusely or peripherally distributed) and a mixed vascular pattern (at least 2 types of vessels among dotted, linear-irregular, linear and branching vessels) over a pinkish-reddish background ( Figure 3B ) [19] . Focally distributed orange-yellowish structureless areas due to dermal hemosiderin deposits may also be seen less commonly [19] . hypopigmented areas are additional dermoscopic findings [9] . Of note, the presence of hypopigmented areas is more common in long-standing lesions, which often display focal postinflammatory hypopigmentation. Importantly, in dark-skinned patients, orangish areas are difficult to see [9] .
Pityriasis Rubra Pilaris
Dermoscopy has been found to be help- Additional, unspecific features of facial seborrheic dermatitis include follicular plugs, orange-yellowish areas, and whitish structureless areas [25] .
Demodicosis
Demodicosis is an underrecognized facial dermatosis whose clinical presentation may mimic several dermatoses, mainly including rosacea and seborrheic dermatitis [27] .
The dermoscopic hallmark of all clinical subtypes are the so-called
Erythematous Facial Dermatoses Rosacea
Erythemato-telangiectatic subtype is the most studied variant of rosacea [25, 26] . 
Seborrheic Dermatitis
Although a study on facial inflammatory dermatoses concluded that the scopic pattern [20] [21] [22] . spongiotic Grover disease [20] [21] [22] .
Prurigo Nodularis
The dermoscopic pattern of prurigo nodularis (both hyperkeratotic and excoriated lesions) consists of radially arranged whitish lines or peripheral whitish halo with some centrifugal coarse projections on a brownish and/ or reddish background, the so-called "white starburst pattern" ( Figure 4C ) [23] . In the center of the lesions, brownreddish or brown-yellowish crusts (Figure 4C) , erosions, and/or hyperkeratosis or scales may also be seen [23] . 
Granuloma Faciale
Despite its name, granuloma faciale is a chronic leukocytoclastic vasculitis and not a granulomatous disease [1, 25] . The presence of dilated follicular openings has been reported as the most characterizing dermoscopic feature of this condition [1, 25] . Linear and/or branching dilated vessels are also commonly seen [1, 25] . In addition, purpuric spots and orange structureless areas, histologically corresponding to erythrocyte extravasation and hemosiderin dermal deposits, may also be observed [1, 25, 29] . Less common, unspecific findings include perifollicular whitish halo, pigmentation structures, follicular plugs, yellowish scales, whitish streaks, and whitishgrayish structureless areas [1, 25] .
Granulomatous Facial Diseases
The main granulomatous dermatoses of the face include sarcoidosis, lupus vulgaris, and cutaneous leishmaniasis [30] . Demodex tails [27] .
Other unspecific dermoscopic findings may be observed (ie, diffuse erythema, scaling, pustules, and reticular dilated vessels) and their prevalence varies according to the subtypes of demodicosis [27] .
Discoid Lupus Erythematosus
Dermoscopy of facial (and extrascalp in general) discoid lupus erythematosus reveals different features according to the disease stage [1, 25, 28] . Figure 6C ) [30] .
Additional less common and poorly specific dermoscopic findings include ulcerations, whitish-yellowish crusts, highlighting that lesions belonging to different clinical phases may display a dermoscopic (and histological) overlap [33] .
Lichen Sclerosus
The 
Sclero-atrophic Dermatoses Morphea
The most specific dermoscopic feature 
Lichen Pigmentosus vs Ashy Dermatosis
Both lichen pigmentosus and ashy dermatosis are characterized by pigmented dots ("peppering") [38] . However, in the former dermatosis, dots are usually brownish and larger ( Figure 9A ) than those seen in the latter condition, which typically displays smaller and graybluish dots over a bluish background ( Figure 9B ) [38] . Such differences are the result of the different level of melanophages/melanin deposits (superficial dermis in lichen pigmentosus and deep papillary and reticular dermis in ashy dermatosis) [38] .
Idiopathic Guttate Hypomelanosis vs Vitiligo
Dermoscopy of idiopathic guttate hypomelanosis displays 2 main aspects, ie, the "cloudy sky-like" pattern (multiple small areas coalescing into irregular/polycyclic macules, with several white shades and both well-and illdefined edges) and the "cloudy" pattern (well-or ill-defined roundish homogeneous whitish areas) ( Figure 8A ), respectively more common in bigger and smaller lesions [37] . Notably, in both cases, patchy hyperpigmented network typically surrounds white areas ( Figure 8A ) [37] .
On the other hand, well-demarcated, 
Miscellaneous Common Urticaria vs Urticarial Vasculitis
Dermoscopy of common urticaria and urticarial vasculitis frequently shows a homogeneous erythematous background (avascular areas), yet such a feature is less common in late lesions of urticaria vasculitis [2] . Reticular/ linear vessels may be present in both diseases, but they are significantly more frequent in common urticaria [2] . Conversely, purple-red dots/globules, often on an orange-brown background, are highly indicative of urticarial vasculitis, as they are very rare in common urticaria [2] .
Capillaritis (Pigmented Purpuric Dermatoses) vs Vasculitis
The term capillaritis refers to a group 
A B
appearance may be seen in mastocytoma, with the last 2 patterns more commonly visible in regressing phases [1, 40] .
Granuloma Annulare
Mastocytoses
Dermoscopic features of cutaneous mastocytoses vary according to the disease orange (focally or diffusely distributed) areas represent the most common nonvascular findings [41] . Of note, dermoscopic appearance of granuloma annulare significantly varies according to its histological subtype, with a strict association between yellowish orange structureless areas and palisading granuloma histological variant ( Figure 11A) as they are usually absent in lesions having an interstitial histological pattern ( Figure 11B ) [41] .
